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An unannounced annual survejrwas conducted

| at this facllity fiom april 13, 2014 thro igh April 22, }
2015, The deficlencies contained In this report |
are based an observation, interviaws and review !
of residents’ clinical records and “aview of other
facllity décumentation as indicatad. T e factlity
census the first day of the survey wae 115, The
gtage || sample totaled forly ore (41},

Abbreviations usid In this repcrt dre s follows:

NHA - Nursing Home Adminlst-aitor;

DON - Director of Nursing;

RN - Raygistered Nurse;

RNAC- Registerad Nursa Assessmer !

Coordinator;

RD - Registered Dietitian; : _

LPN - Licensed Practical Nursc; § 1

CNA - Gertified Nurse's Aide; { '

UM - Unit Manager, ! '

SW - Soclal Worker, i

MD-Medical Dactor; !

FSD - Food Service Director; !
|
|

Psychotropls (medication)- any rredicition
capable of affecting the mind, emoticns and
behavior;

MDS - Minimum Data Set-standardize:d
assessment forms used In nursing hirnes;,
POS - Physician Order Sheet;

MAR - Medication Administration Record;

mg - milligram (unit of mass); |
cm - centimeter {unit of length),
PU-Pressure ulcer-sore area of sidn tiat
! deéveldps when the blood supply to. it i= cut off due b
lo pressure, i
Stage Il (2) pressurg ulcer -skin formis an epen
sors, or blister. The area around the scie meay be
red arnd irritated, -

g o a

LABORATORY DIRECTOR® QR BROVIDER/SOPP) Eft EPRES HHTATIVES SIGNATURE T E (XB) DATE
L’
L. [ [ (pimrion b2 Abwasadantea, C it sl 300

Any deficlency statarnant 8A0MG with an astarle (%) denotes & defiviency which the instiution may be excused from ooitecting providling it s ceterminad (hat
other snfe[ﬁuarda provida sufficiant proteation to the paillants, (Sae (nstructions,). Except for nursing homes, the indings sinled above are disclosable 90 days
following the date of Survey whether r riot a plan of it ‘acticr le provided. For niirsing homes, tha abovs findings and gians of correction are disclosable 14
daya followlng the dele these documents are made gva.tabl Lo ins facllily. If deficienclus are chied. un appravad plan of correclion is requisite to continued
program participatlan,

. I¥ confinuation sheet Page 1 of 18

PORM EMBS-2667(02-06) Previous Versiana Obgalete {Event I 689C 1 Feelity ID':hl)EUb‘Ib.S



May. 14, 2015 12:15PM

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAIL SE VICES

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

X1) PROVIDER/SUPF LIERICLIA
IDENTIFICATION NUMBLER:

1806 2

Broadmeadow Front O7fice

No. 1797 7. 4/36
PRINTED: 05/06/2015

FORM APPROVED
PRI . S — e OMB NO, 0938-0361
(X2) MULTIFLI L.ONE. fRUCTION (%3) DATE SURVEY
A BULDING o | compLeTED
BWING oot 04/22/2045

NAME OF PROVIDER OR SUPPUER

CADIA REHABILITATION BROADMEADOW

SUMMARY STATEMENT OF DEF(CIENISIZS

B et

ST Ht:rr ADDRESS, GI1Y, STATE, ZIP CODE
500 SOUTH BROAD. STREET
MIDDLEYOWN, DE 18702

PROVIDER'S FLAN OF GORRELTION

4) 1D o (X5)
;?ég)mx (EACH DEFICIENCY MUST BE PRECEDED 13 FULL PREFIX | (EAGH CORRECTIVE ACTION SHOULD BE COMPLETION

TAG REGULATORY OR LSC IDENTIFYING iNFOUATION) e 5%)SS-REFERENGIED ¢ THE APPROPRIATE DATE

1 DEFICIENGY)

N el iced,

I
F 241 48315(3) DIGNITY AND RESPECT (F F 241 | 1, a Naoresident was advarsaly 6/12/15
ss=g | INDIVIDUALITY l affected

The facility must promote care for residents in a
manner and in an environment that rr ainteins or
enhances each resident’s dignity and :espactin
full recognition of hls or her inclividual uy.

This REQUIREMENT s not me! as ¢videnced
by:

of 41 stags Il sampled residents. Fincings
include:

| General observation on 4/14/15 raveeed the
following;

1. 4/14/15 at 2:21 PM- E12 CNe. knasked, then
Immediately opened R131's dear, withaut asking
permission to enter, whils an inta:vievi between
surveyor and the resident was In orogrsss. The
CNA came in to pffer R131 snacks.

2. 4/14/15 at 3:35 PM - E10 RN knctiwwa but
failed to request parmission to enter £.27's room,
Upon sesing the surveyor, E10 immediately said,
"that's ok 1l come back" and siaed b2 close the
door.

b, 4/14/15 3:45 PM - E11 CNA khocked ard
opened R27's closed door, without as dng

the survayor, E11 CNA immediately sizrted to
back out of the reom & closa the door saying
"sorry," and that she would retum latei:.

4/14/2015 3:50 PM - Findings vl e d,\n.u“.ed

LY T

Based on observations and interviews, the faclhtyu
falled to ensure dignity was mairuained for seven |
(R2, R27, R37, R111, R131, R14:3, arti R172) out

permission te enter baforg enterirg, Linon seeing

|

FORM CM$ zasr(uz §6) Previous Versions Obsolste

tvanl ID; 563011

Faolly 1D; DE00105

' b. Al residents have the potentlal
to be affected by tha deficient
practize.

¢ Socia: worker/designee will re-
educate sta:f on residents ° rights
ta privacy including knocking,
annoncing vneself; and waiting
for pernvisslon to enter bafore
entering residants’ roam or
bathroom.

d. Social services to do 3 random
observations and 3 resident
interviews {attachmant 1) daily to
assess cc-mpliance with rasldents’
rights to privacy until 100%
compliance. Social bervices to
then ¢ 3 random onservations !
and 3 reslderit interviews 3 times [
per week untii 100% compliance

| is reached. Soclal Services to

i then do weekly observations and

interviaws, 3 each, for ane month

or until 100% compl ance is
reached. Sncial Services to
observe and interview, 3 each,
one month latar to engure

| problem his baen resolved

if continuation shest Page 2 oﬁg
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and confirmed with E10 in an interview.

4/14/2015 3:55 PM - Findings ware dizcussed
and confirmed with £11 In an intervisyy,

3. 0On 4/13/2015 at 12:20 PM, duiing 'he dining
abservation for lunch in the Strand diring raom
R2 was having her meal set up eind feodl cut by
E2 (DON), when E12° CNA stated, "yt .. let ma
get fer (R2) & "bib" and placed a clotting
protector around the resident's neck, without
asking her permission, Findings were cenfirmed
with the CNA Immedlately following ih 5
observation. E12 then stated "that's what it is .
bib, like what they put on babijes...". his: suway.or
discussed dignity as concern witd 2} Z, and
identified the garment as & "clothing jrotectar”.

| Findings were acknowledged by £12 ind
i confirmed with E2 during an inter/iew an 4/16/15

at 9:00 AM.

The following obseryations accutted &t the same
time and pltace:
5.E13 CNA was observed placing a clothing

_protector on R111, without asking perrrission,

8. E13 CNA was observed placing a clothing
protector an R145, without asking perinission

7. E13 CNAwas observed placing a tlothing
protector on R172, without asking peniissior::

|
|
|
!

J
4. 0n 4/17/15 at 11:40 AM during a 85 :ond dining |
observation at lunchtime In the A.J. €ox dinlng
room E13 CNA was observed plasing @ cloting
protector on R37, without asking perr: ission.

i

i

a. All resldents identified still raslde at the
Tacility. No reside 1t was adversely affected.

b. .All resldent have a potential to be affected
by the deficient practice

¢. Eduzation was srovided to E12 immediately.
Nirsing staff education on resident rights with
clathing protectors and o:faring thern o
residents. A focus revie'w was conducted to
iden:ify like residents.

d. Aa audit {attachment 12) wil; be conducted
by ADON/designee daily Latll 100%
compliance is achieved for 3 consecutive
reviews, three times a week until compliance
is achizved for 3 consecutive reviews, then
wagallyv until 100% complianca i achleved for 3
censacutive reviews, then cne rionth later to
verify 100% compliance I1s maintained.

FORM CMS-2567(02-58) Pravious Yerslons Otisolete

o r———

Event 1D; 583141

Faclity ID: DEOD1 08
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These firidings were reviewed and cofirmed with
E1, NHA and E2 on 4/22/16 at approviniately 230
PM

483.20(g) - (j) ASSESSMENT
ACCURACY/COORDINATION/CERTIFIED

The asssgement must accuratsly refiect the
resident's status.

A reglstered nurse must conduct or coordinate
each assessment with the appropriafe:
participation of health professionels.

A regjistered nurse must sign arid certiy that the.
assessiment is completed.

Each individual whi completas & portion of the
assessment must sign and certify the accuracy of
that portion of the assessment.

Under Medicare and Medicaid, arl indvidusl who
willfully and knowingly cettifies a materigl and
false statemant In a resident assessrrant is
subject to a civil money penalty o nol more than

$1,000 for each assessment; ¢ 2n irstividual who |

willfully and knowingly ¢auses anyther individual
to certify a material and false statame =i in 2
rasident assessment is subject to a civil money
panalty of hot more than $6,000 for ecish
assessment,

Clinical disagreement does not constiiule &
material and false statement.

This REQUIREMENT ls not met as e idenced
by:
Based on record review and interview it was

R

FORM CMS-26067(02-88) Pravious Varsions Obaoiets

Zvant 10; 59361

B e L L e Lt e

o1 PROVIDER'S PLAN OF CORRECTION
PREFIX | (EAGH CORRECTIVE ACTION SHOULD BE
TAG
DEFICIENCY)

CROSS-REFERZNCED TQ THE APPROPRIATE

(X6)
COMPLETIDN
DATE

i
H
]

F 241

1.
a. R118 no longer resides In tha facllity

b.. All resiclents vrith  fall have the potential
to ha affected by the deficient practice

on the MDS.RNAC wlll be educated on
roviewing anew cliagnosis upon completion
of the MDS. A focuss audit was conducted on
10 new admlssions Lo ensure accurate
diagnosis all coded onto the MDS.

]
|
t ¢. The facility falied to code a fall with injury

d . RNAC to audit attachment %) other
RNAC s readmission MDS to ensure al} new
diagnosis are accurataly recorded. This will
biz conducted daily on all readmission’s until
1008 compliance achleved on 3 consecutive
ven ienws, then weekly until 100% compliance
achieved on 3 consecutive reviews, then in
one month to ensure 1005 compliance
maintained.

}
!
|

6/12/15

1 Fauilisg 1D: 1R200108

I continuation sheset Paga 4 of 18
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! the accuracy of the MDS. Findings irtiiide:

tlefermined that for two (R118 and R118) it of
41 sampled residents the facility “ailed to ensure

1, R118 had a nurses’ notes dated 1:/3/14 that
documented a fall at 3:10 AM and traiisfer td the

emergency room at 10 AM whan pain developed.
The rasident was diggnosed with & bruken area
to the lawer spine,

Review of the 5-day Medicare MDS ¢lated
11/19/14 revealed the facility failsd o vocument
the fall with injury.

AR interview on 4/20/16 at 2:41 M with E4, |
RNAC confirmed that the fall was not ircluded on |
the MDS and should have heen doclinented. |

t

2. Review of R116's nurses' notes revealed that
on 11/23/14 a 2cm by 2cm biister was discovered |
in the area of tha lower spineftall sone. The
facility. identifled this-as a stage |l pressure ulcer
on their wound assessments.

Review of the 5-day MDS dated 11/24/4 lacked
documentation of a pressure ulcer.

Avisit by the wound care consuliznt or: 11/25/14
revealed that R116 has a healed stag: i
pressure Licer.

Review of the 14-day MDS dated 12/1/14 lacked
documientation that the resident had iz healed
pressure ulcer.

An interview on 4/20/2015 at 2:3% PN, with E4,
RNAC revealed that she was not aws:s that the
resldent had a pressure Licer, 313 stzied that the
wound care form from 11/25/14.docurented a

o S

3 P

n PROVIDER'S PUAN OF GORRECTION X5)
PREFIN (FACH CORRECTIVE ACTION SHQULD BE COMPLETION
TG CROSS-REFERENGEL 10 THE APPROPRIATE DATE
DEFIGIENGY)
P
Far) 2 | 6/12/15

a. R114 no longer resides in the facility

5.. All residents with wounds have the
poteatial to be afiacted by the deficiznt
practice

c.. The facility failed to code a wound on the
MDS.RNAC will be educatsd on reviewing

the wound report prior to subm tting the
MOS. A focus aud.t was conducted on L0 new
admlssions to ensura any wounds identified
ars accurately coded onto the MDS..

d. 7NACto audit (audit 3) other RNAC's MOS
if waund is identitied in nursing notes to
eniure wound accurately coded on DS, This
wilt be completed daily until 100%
compliance achleved on 3 consecutlve
reviews, then wee kly until 100% compliance
achieved on 3 congecutive reviews, thenin
ong month to ensure 1.00% compliance

FORM CMS- 2687(02 89) Previous Varsions Obsolats

Zvgnt ID: 583C11

Facilly 10: DE0OD10S
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F 278 | Continued From page 5 | F2v8
| clased area and there was no wound zare form )
' Initiated on 11/23/14 frem the rirse’s rote that i ‘
| discovered the bilster. i '
L]
| These findings were reviswed an1 coisfirmad with i
E4, NHA and E2 on 4/22/15 at approximately 2:30 '
PM o
F 280 483,20(d)(3), 453.10(k)(2) RIGHT TO F 280: a. R18 still resides in the facility. R 18's care §/12/15
§5=D | PARTICIPATE PLANNING CARE-REV/ISE CP plan was corrected to reflect thin liguids.
|
; The reaida‘n_t has the right, unless adjidged | b. Al residents with chznges in Yquid
| incommpetent or otherwise found i be : consistency has thie potential to be affected by
Incapaciteted under the laws of the Stute, to | this deficient practice.
participate in planning care and reatment or {
changes in care and treatment, : ¢. RNAC, unit maragers, and supervisors were
i eclucaed on the need to update the care plan
Acomprehensive care plan musf be nrveloped | forail residents with changes in liquid |
within 7 da)-’s after the mmp!emn of her '. ccnsistency. A focus review was tonducted to [
! cornpreheqsl\ga assessment; prapared by an o | assure that all residents who have had changes :
| Interdisciplinary team, that includee the attending o haid consistency had an updated care pl !
| physician, a registered nurse with reeponsibility ‘ n i Y peated care pian
for the resident, and other approgriate staff in j to rafiectfluld consistancy.
disciplines as determined by the résidsnt's needs, ‘ . ,
and, to the extent practicable, the parficipatich of | d. Unlt Managers will audt (attachrment 33)
the resident, the resldent's family or tFe resident's {; care plans fo¥all residents with changes in
legal representative; and periodically reviewed { liquid consistency dally until 100% campliance
and revised by a team of qualifiec; perivns after s rea.med over three vonsecutive eva!uatuons.
each assessment. : ! Tke‘n taree times 1 waek forthree evaluq!:.lpns
| until 100% compliance rezched, Ther audit
' orce a week for three weeks until 100%
+ conipliance. Finally will audit ona month later
~ toensure 100% compliance mai.rained and i
This REQUIREMENT s riot met as eidenced {  than deficlent practice is resolved. i
by: {
Based on record revisw and inteiviews, it was l
determined that for one (R18) out of 41 Stage 2
sampled residents, the facllity feitsd t: epsure
that the care plan was reviewed and rzvised to
FORM GHAS-2E67(02-08) Previous Vergions Obaalelé Svent 1D; 583C11 Faglity (D: DE0C10Y If continuation sheat Page & of 16
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Findings include:

following:

nectar thick liquide.

thickened liquids.

| liquids".

therapeutic diet

address R18's change in consistency =i liquids.
Review of R18's clinical record rzveeltr! the

1/7/15- Spaech therapy.evaluation and plan of
treatment documenitad a recomiT.end:tion of

1/12/15- A care plan was initiated for j:otentia) for
aspiration (Inhaling food or fluid into the lungs)
related o mechanically altered diat es needed

1/20/15- A speech therapy treatment sncounter
noted "patient achieved ability to advince to thin

1121115~ A physlcian's order was writien allowing
R18 o consume thin fiquids.

4/9/15- A quarterly MDS assessrient inthe
nutritional status section documented (118 as
having no swallowing disorder and retaiving a

During an inferview o 4/20/15 at 10:72 AM with
E7 LPN it was confinmed that R16 reczives thin
liquids. E7 explained that R18 "came 'n us on
thickened but he was later reevaluate:: 2nd it [his
dietary status) changed.”

During an interview on 4/20/15 at 10:27 Al with
E4 RNAC, it was confirmed that F118's care plan
was not revised when he wes chzngets from
thickenad liquids to thin liquids but had been
updated just then on 4/20/16,

o) 1D SUMMARY BTATEMENT OF DEFCIENGIES T ~ PROVIDER'S PLAN OF CO <RECTION x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDEL. 5Y FULL L pRERIX (EAGH CORREGTIVE £CTIOH BHOULD BE COMPLETION |
TAG REGULATORY OR LSG IPENTIFYING INFQR MATICON) i TAs | GROSS-REFERENGED TO THE APPRDFRIATE DATE
{ ] DEFIGIENCY)
e it == e -
F 260 | Continued From paga 6 F 280

Zvant ID: 593C11

Facjilty iD; DIELA105
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R18's care plan for potential for aspiration was
never revised ta réfiect a change in ti:e upgrade
from thick to thin liqeids following spe:sch
therapy's recommendation and the p:vaician's
| ordar.
These findings Were reviewed and confirmad with
E1, NHA and EZ (DON) on 4/2.215 at
approxlmately 2:30 PM.
F 311 | 483.25(a)(2) TREATMENT/SERVICES TO
58=p | IMPROVE/MAINTAIN ADLS

| A resident is given the appropriate trex:tment and ':

| was that she requiras extensive assistance. The '
L quarterly MDS on 2/08/2015 statad hsr eating

services to maintain of improve s 6° qer abilities
specified in paragraph {a)(1).of this seution.

This REQUIREMENT is not mast 3s avicenced
by

Based on observation, record review, and
intatview, it was determined that tor one (R19)
out of 41 sampled residents, the faciliy failed to
provide assistance in eating, Findmgs» nclude:

R19 had an order wnitten from the physician
dated 9/26/2014 thal slated "Fesding hy stalf".
No other orders pertaining fo eating were noted.

According to the quarterly MDS on 11/13/2014
the resident's functional assessmeant {2 sating

functionality was independent,
There was no further indication tnat heu eating

abifity was assessed by nursing after ¢
sustained a broken right arm on )lZS/"u 15

“STREET ADDRESS, CITY, 61ATE, ZIP COPE

600 SCGUTH BROAD STREET

AICIDH. FT OWN, DE 19708

n
PREFIX |
TS, |

ba

FZBDI

!

PROVIDER'S PLAN Of COAREGTION
{EACH CORREECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

{K8)
COMPLETION
DATE

L e ———— e e

a. R19 still resides at the facility and was
moved to a dining area where mare
assistance with feading is provided

b. Alf residents who require feeding
asuis-ance have the potential {o be sffected
by the deficient p-actice

¢. R12 was moved to a dining area where
more assistance with feeding is provided, A
Focused audit was conducted on like
residents. No other residents were idantifled.
Fducation was completed for nursing staff
far appropriate utensils for specific diet types
ang curing for vision impaired residents
regarding locatior of food on plate.

d. ADON/designed will complete feeding
assistance meal audit (attachment 4) to
ensuie those residants neading faeding
asiistance are recaiving that assistance, This
audit will be completed daily until 100%
compliance on 3 consecutive evaluations,
thar three tirmes a week until 100%
tompliance on 3 consecutive evaluations,
than weekly untll 100% compliance on 3
consecutive evaluation, than ona more time
a moath later to ensure 100% compliance is
miintalned.

6/12/15

L
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i Review of the CNA documentation shiets for
! March and April 2015 documented thal the

1

DE__PARTMENT OF HEALTH AND HUMAN SERVICES FORM APPRQYED
CENTERS FOR MEDICARE & MEDICAID SERVICES O OMB NO. 0938-0391
STATEMENT OF DEFIGIENCIES {X1) PROVIDERISUPP ER/CLIX (X2) MULYIPLE CON&TRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION {DENTIFICATION HUMBEF: A BULDING ____, o COMPLETED
035050 BYWNG oo - ~ D4/122/2018
NAME OF PROVIDER OR SUPPLIER B BIREET ADDRESS, CITY, STATE, ZIP CODE
EMABILITATI OADMEADOW 606 SOUTH BROAD STREET
CADIA REHABILITATION BROADMEAD MIDDI.ETQWN, DE 19709
N 1D SUMMARY STATEMENT OF DEFICIENCIES o 1 PROVIDER' FLAN OF CORRECTION y 8
PREFIX (EAGH DEFICIENCY MUST BE PREGEDED 3Y FULL | PREFIX | [EACGH GORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY ‘OR:L5C IDENTIFYING [4FORMATION) ‘ TAG | (7RC'SSAREFERE-.lL\_JCIE[g‘1E z g\};l)E APPROPRIATE DATE
} JEF
F 311 | Continued From page 8 ' F 311, ]
| |
]
|

resident was independent In eating fo’ breakfast
and lunch and required extensiva assistance for
dinner.

On two lunchtime observations (4/15 and
4/1712015) R19 received a fork to corsume her
pureed diet. R19 received some cuelr g and
i encouragement butwas unable fo feed herself,

{ Both days R19 proceeded to plasz her drinking
cup into her food. She (R19) has mpeired
eyesight and was not directed as to were tier
food was positionad. No attempis we s made to
feed the resident at these obiservations. The
resident dte less than 10% on both days.

On 4/20/2015 a discharge from there sy note
documented the resident was "unwilllag to
complete self-fpading and therefore g s was
discontinued at Min A" (minimal eissistance) by
therapy.

An interview with the dietician, Ef on ¢/22/20156
at 10:45 AM, revealed the dining roorr. [the
Marquis] is designated for reslderis i st arz
independent and just need cueing. The residents
are expected to fead themselves:

Athlrd lunchtime cbservation or: 4/2.:/2015 at
11:30 AM revealed the resident (F119) wag again
not taking the initiative fo feed herself. Staff did
not identify her food for her or where it was
located. An activitias aide, £94 who is. cartified in
food assistance began {o feed R18 once
everyone else was finished belig ser/ed,

An Interview on 4/22/16 around 13! PV with E14
revealed that R19 can feed hersef whan she

e e e — i & s b
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F 311 { Continued From page @ Fa|
| wanig to. She further revealed that th.: rasidant
needs to be fed abput every othe: day. This is |
inconslstent with the dally documantaion by the '

CNA staff. !

These findings were reviewed with E1 MHA and
E2, DON on 4/22115 at 2:30 P

F 312 | 483.25(a)(3) ADL CARE PROVIGED “OR F312] a R19still resides at the facllity and had her

$5=p | DEPENDENT RESIDENTS | nils groomed on 4/22/15 { 6/12/15

b. &ll resigdents wo required assistance with
personal hyglene have the potential to be
affected by the deficlent practice

A resident who Is unable to carry out activities of
dally living receives the necessary sevices to
maintain good nutrition, grooming, ar! persone!
and oral hygiens.

¢. Mouse wide focus inspection of all
residents’ nails wzs performed and nall
hvgierie was provided for those who needed
) ' it Education provided to nursing staff on nail
g;'[s REGUIREMENT is not met gs &viderced {  hygizne to he cornpleted with showers and
. o | pn,
Based on observatlon and recard rev-aw it was | !
determined that for one {R19) jesident aut of 41

d. Uit manager/designee will complete nail

gampled residents, the facility faflzd kv provide ' hygiene audit attachrnent 5) dally on all

nail hygiene. Findings include: | residents until 100% campliance is achieved
" on 3 cansecutive avaluations, then three

MDS quarterly review on 2/08/2015 dosumented timas a week until 100% compliance is

achieved on 3 consecutive evaluations, then
weeldy until 100% cornpliance is achieved on
3 ronsaeutive evaluations, then one more

in Personal Myglene that R19 reguire extenslve
assistance with bne person assitl, i

R18 sustained a broken right arrn on /2572015 . tir 22 month later to ensure 100%
after falling and has fimited use ct the: right arm comyl ance is ma.ntained
and hand. i

Based oh three observations (4/13 at i1:3C AM; |
4/17 at 11:20 AM; and 4/22/2015 at 11:30 AM) it f
was determined that R19 had not recizived ! ;
grooming of her fingernalls, which were i' ]
 excessively long and unclean. {

i
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The facllity must develop polictes and nrogsdures
that ensure that —

(i) Before offering the Influeriza immunzation,
each resident, or the resident's leJal
representative receives educatior ragarding the
benefits and potential side effects of tive
immunization; i
(if) Each resident is offered an Influersta
immunization October 1 through Marsh 31
annually, unless the immunizaticr: is medically
contraindicated or the resident has, alrpady been.
immunized during this time per“t‘G

(iliy The resident or the resident's legal
representative hag tha opportunity to refuse
immuynization; and

(iv) The resident's medical record incl:des
documentation that indicates, at.2 mirimum, the
following:

(A) That the resident or resident's legsl
représentative was provided educaticn regarding
the benefits and potential side effucts of influenze
Immunization; and

(B) That the residen efther received Ine
influenza immunization or did notl receire tre
infuenza immunization dus to medica’
contraindigations or refusal.

Tha facility must develop policies and procedures |
that ensure that —~

(i) Before offering thé pnéumadcoczal
Immunization, each resident, or the resident's
legal representative receives ecducatio ragarding
the benefits and patential side. effocts, of the

e s e 1§ 48 e 14 Rt dns

FORM CMS-2667(02-89) Previous Vartionk Obsolete

Evenl 10.593CH
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F 312 | Continued From page 10 F 3'12}
These findings were reviewed with E1, NHA and
E2, DON on4/22/15 at 2:30 PM. 1
F 834 | 483. 25(l'l) INFLUENZA AND PNEUMQGOCCAL 7 3341 a 127 sull resides In the facllity. Resident was
$5=D | IMMUNIZATIONS not zdvarsely alfectad. | 6/12/15

b, All residents have tive potentlal to be
aflected by the deficient practice

¢. The root czuse was detarmined to by that
Rz7 was sent out to tha hospltal and
returnad later aftar {lu clinlc was completed,
Nivsing staffl educated that upon
acriz/readmit imrnunization records will be
reviaed and administered to those whose
requast/are eligibla to recaive irnmunization.

o, Urit manager/designae will conduct an
Irrmuinization aueit (astaciman, 6) wn all
admission/readmnission tu verily review of
imrunization records. This audit will ba
conducted dally ustil 100% comptiance Is
achieved an 3 consecutive evaluations, then
tlhee times a weel unti: 100% comgpiiance is
achieverd on 3 consecutive evatuatlons, then
weekly until 100% camplisnee Is achieved on
3 consecutive evauatlans, then one more
timie » month later to ensure 100%
complisnce is maiitained

lchnﬂnumlon sheel Page 110f18
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(ii) Each resident Is offered a pneumococcal
immunization, uhless the Immunl:zation is
medically contraindicated or the rasldiznt hiag
already been immuadized,

(iity The resident or the residents legel
representative has the opportunity to 14fuse
immunization; and

(iv} Thie resident's medical record Inclides

following:
(A) That the resident or resident's legal

the benefits and potentlal side effacts of
pneumococcal immunization; ans

(B) That the resident either recsivec ihe
contraindication or refusal.

and practitioner recommendatior, a sucond

years following the first pneumococea:

refuses the second Immunization,

by:

receiving the consent for one (R27) ouit of sixt
sampled residénts. Findings inviude:

documentation that indicated, at & minimurm, tha

representative was provided education regarding

phegmococeal immunization or d.d nat raseive
the pneumococcal immunization due {a medical

(v) As an alternative, based on ar. assessment
pneumococcal immunization may be (fiven after s

immunization, unless medically contrzindicated of
the resident or the resident's laga: reprasentative

This REQUIREMENT s not mel 25 e denced
Based an racord review, interviews and revigiv of |

other facility documentatisn, the fcilit fajled fo
ensure the fly vaccine was, adiminister i after

The facility's policy 'on flu vaccln_e_aﬂrx_a@nistrﬂ'llgn ]

STATEMENT OF DEFICIENCIES {X1) PROVIDSR/SUPP IZRICUA (X2) MULTIPLE GONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION HJMBER: A. BUILDING } COMFLETED
(&50580) B. WING e ) 04/2212014
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DEFICIENCY)
ENSPRS [N SRS :
H
F 334.} Confinued From pags 11 POF334 i
immunization,;
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considered safisfactory by Fedorsl, 8tuia of local "
authorities; and "
(2) Store, prepars, distribute and serve food
under sanitary conditions

This REQUIREMENT is not me* as evidenced
by:

Based on observation it was deternir ad trat the
facility failed to follow proper senitation eind foad
handling practices ¢ prevent the outbreak of food
borne fliness. Findings iriclude:

FORM CM5<2567(02-89) Previous Verslons Obsclste

Zuant ID;503C14

|
|
|
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F 334 | Continued From page 12 F 33.41
indicates "... It is the responsibility of L licensed '
purse to obtain orders from the physicians for |
each resident fo be immunized...". ;
|
8/16/14-R27 signed form that cor.serizt tc ’
recaive the flu vaccination, %
Review of the clinical record lacked evidence that |
R27 received her flu vaccine In Sspt 2214, ' i
I.
During an interview on 4/15/15 & 1:4 PM with \ JI 1
E2 DON it was confirmed.that the facility had no |
evidence that R27 received the fl vausing that | |
was consented to and was ordared. % !
| |
' These findings were réviéwed and co:firmed with r
E1, NHA and E2 on 4/22/15 at approximately 2:30 | |
PM. |
F 371 | 483.35(1) FOOD PROCURE, | Par|
85=F I: STORE/PREPARE/SERYE - SANITAIY 2. No cesidents were adversely affected. 6/12/15
The facility must - I b. All residents have the patential to be
(1) Procure food from sources aparov :d of | affacted by this deficient practive.

¢. The root cause of the deficlent practice was
thiat the lce machine was not properly
aseassed for cleanlingss and maintenance
nizds. In-servicing on ine machine and
¢leaning and malntenance will be provided to
Food Service Diractor, dietary saff, and
facility maintenance steff by the
Administrator/designee. All ice machines are |
professionally serviced bi-annuzlly by an
ourside contractei and wiil be inspected
monthly by the fz cilities Maintenance
Director/designee. i
Cuntirued next page- I

Facilty 1; DIZCOI0S
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(%4 I SUMMARY BTATEMENT OF DEFIZIENGIES ] "o [ PROVIDER® FLAN OF CORRECTION (4B)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED 2V FULL PREFIX. {(EACH CORRECTWE ACTION SHOYLD BE - COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) | TG SRDSB-REFERFHCED TO THE AFPROPRIATE DATE !
‘ | DEFICIENCY)
| | | .
F 371 i Continued From page.13 | Far Continued-
| d. An audit (attezhment 7) will be completed
T : , - ]
1. Akitehen tour was completeq on 4120/4% from ky the dletary supervisor/designee on ice
9:45 AM to 11:30 AM by & Public Hea-F ! niachine cleanliness and good “epair. This {

andit will be daiby unkil 200% cumpliarice is -!
achieved on 3 consecutive evaluations, then
taree times a week until 100% compllance Is
achieved on 3 consacutive evaluations, then
wraekly untll 100% compliance ;s achieved on
3 consecutive evzluations, then one more
t.ree a month later t¢ ensure 100%
corpllance is maintalned.

Inspector. Findings include:

The lce machine gasket was nofed to be in
disrepalr and required professional 8¢ ivice and
emplying to clean and sanitize the mzahine.

| There was visible build up of dust deixris and
mold found inside the lid and on the inner
dispenser of the machine,

2. On 441312015 at 11:45 Al lunch was served In
the Marquls dining room. Ik was observad that,
seven of the seven sandwiches were fcuched |
with contaminated gloves by Ed :nd E18; both
aclivity aides who were manning ‘he <lining room. 2. 6/12/15
They did not change their gloves afte) serving, a. No residents were adversely affected |
touched unclean items, than retuimed to tha |
serving table and cut the sandwizhes. =4 glso b. All residents have tha potentlal to be
served dessert, a pre-cut caks by sticiing a fork affected by the deficlent practice.

In it, and then removing it from th for< to & plate

each hme with a conlaminated g'ove: hand‘ | ¢ Activity staff educated an app:'oprlate

glove use, handling of utensils, handling of

3. 0n 4/17/2015 at 11:30 AM E18, uncovered and fuod, and cups during meal times. An nitial
touched the utensil with her bare hands and f(iC‘u.St’.d audit wa§ condl:lcted throughout
prDCaedEd to distribute the Ratware w th bare, facility. No other issues identifind.

hands, touchltig the eating slds of the furks.and . o
spaons and the rims of the drinking cups. E17, o Dt'if,m.’,,rﬁff'gnffow'lf:g -
activity alda, distributed the sandwiches on this i:lfz;actiowigntrorlnl; mal:falne: ‘This aiditpv:ill
day and alsd touched each ona to cut off the : '
crusts with her contarninated gloves.

ha daily untll 10054 ¢compliance is achieved on
3 e avecutive evaluaticns, then three times a
) . | weeg untl 100% compliance is achleved on 3
4, On 4/22/2015 at 11:45 AM, E:‘{ and E16 | consecutive evaluations, then vieekly until
uncovered the wrapped sandwichies and cut the 1007 compliance s achieved on 3

crusts off yvlﬁl_can@amlnatec'l gloves, hfﬂ\’l(‘lg’ consecutive evaluations, then cine more time
touched nign-food items while ser/ing. a month later to ensure 100% compliance

1
|
| These findings were reviewed ard ¢onfimed with | |

e e e W
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55=p | SPREAD, LINENS

The facility must establish and maintzin an

Infection Control Program desigied tu provide a

safe, senitary and comfortalle ervironment and

to help prevent the developmient and ransmission
of disease and infection.

(a) Infection Control Program

The facillty must establish zn Infection Cortrol
Program under which it -

(1) Investigates, controls, and prevenis infections
in the facllity

(2) Decides what procedures, such &t isolation,
should be applied to an individual resident; and

actions related to infections.

(b) Preventing Spread of Infection

(1) When the Infection Control Pragrarn
determines that a resident needs isolation io
prevent the spread of infection, th:e taility must
isolate the resident.

{2) The facility must prohibit empioystis with &
communicable disease or infected skin lesions
from direct contact with residents or their food, if
direct sontact will transmit the disease:,

(3) The facility must requilre staff 1o wush their
hands after each direct resident contaci for which
hand washing Is indicated by acciapted
professional practice.

(¢) Linens
Personnel must handle, store, proces: and
transport linens &0 ae to prevent he gpread of

FORM CMS-2867(02-89) Previoys Vérslons Obaolste
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F 371 { Continued From page 14 F 31|
E4, NHA and E2, DON on 4/22/15 at :
approximately 2:30 PM. ! I o , |
F 441 | 48365 INFECTION CONTROL, PREVENT | Fa41] 3. R9B and A27 stlll reside in the facilty -

|
!
|
|

|

1}

Fvent 050301

i p. All residents who receive blood glucnse
monitaring have the potential 1o be affected
by the deficient practice

¢. A Fagility wids audit was completed of all
nursing medication carts and corract claaning
wipes were present on aach cari. Nursing staff
educated on propar type of wipes to cleanse
glucometer before and after use. A focused
audtt was conducted and no other issues

i Identified.

d. Unit manager/dasignee will canduct an

| audlt (attachment 9) to verlfy cCrrect wipe is

I present in the nursing cart and nurse on cart is
i demonstrating appropriate use. This audit will
be daily until 100% compliance i, achieved on
3 gonsecutlve eva nations, then chree times a
week until 100% compllance Is achieved on 3
consecutlve evaluations, then waekly until
100% compliance is achieved on 2 consecutive
evaluatians, then sne more {ime a month later
| toensure 100% cornpliance is maintained.
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|

“check their blood sugar level) on R98 arid

‘another resident's roont and askad Whaf was the

zlgohol genmicidal wipe and clpaned the

:square wipes... but this is all that was 'n the

| Findings were discussed and contirmed with E9

infection.

This REQUIREMENT is not met as evidenced |
by '
Based on observations, intgrview ancl réview of |
facility documentation, the facility failed to ensure |
that a shared glucometer was cleaned @s per the |
facillty pollcy which posed a poteritiat for infection |
between residents. Findings include:

During the medicaticn pass obseivation on
4/13/16 12:04 PM EQ LPN did an accushieck
(took & blood sample from a residents fingarto

replaced the accucheck monitor i the medication
cart drawer after using it. E9 did rot clean the
monitor. Thien ES went to do an ascuzheck an
R27. E9 cleaned off the accucheck minitor sing
an alcohol wipe, then confinued o, prepare
medications, E§ was stopped uprn erering

facility's policy on claaning the glucometer
betwesn resldents. She stated sha usizd an
alcohol wipe, When asked what s1e usually uses,
she stated "another typs of wipe [ a tackage but |
I don't have any on my-cart." When }t was '
discussed that the glucometer needed to be [
properly cleaned between reslcarts, £ 3 weni to
get the proper wipes, returning with Microkill Orie

acoucheck glucometer, When asked 1" this is
what she usually uses E9 stated "No, uther

storage cigset"

LPN on 4/13/15 at 12:06 PM ar-d wnth ! 1 NHAon. |

Py, b
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4/13/15 at 4:08 PM. The facility fziled fo clean
reusable equipment, glucometer, afte- using it
with R98 and before using it with R27 according
to the facility policy.

F 514 483,75()(1) RES

ss=D | RECORDS-COMPLETE/ACCU/HATE'ACCESSIB

LE

The facility must malntain clinical recteds cn each
resident in accordance with acvepted prafessional
standards and practices that are vomilete;
accurately documented; readily accastible; and
‘systematically organized.

The clinical record must contain sufficient
information to identlfy the residen; a record of the
resident's assassments; the plan of cere and
services provided; the results of any

{ preadmission screening conducted by the Slate;
and progress notes.

This REQUIREMENT s hot mat as eridenced
by:

Based on Interview and record review: tie facility
failed to maintain complete and aceurals clinical
reconds for two (R104 and R154).5ut ¢ 41 stage
Il sampled residents, Findings includz:

1. R104 receivas psychoactive medications.
Review of R104's clinical re¢ord revesled three
'completed Behavioralinterventior: Moathly Flow
Records, none of which wers dated. (i 4/21/15
at 10:00 AM E2 (DON) siated that the
Behavioralfintervention Monthly Flow Records
usually have the month and year typet! in the
"Date" biox and verified that R104's retards were
not dated. In colieboration with E2, thi records

b I
PREFIX |
™G |

F 441!

F 514

i
|

PROVIDER'S PLAN OF CORRECTION S
(EACH GORRECTIVE ACTION SHOULD BE COMPLETION
CROSS-REFERENCED. TO THE APPROPRIATE DATE
DEFICIENCY)
1 6/12/15

a. R124 stlil resides at the facllity, The dates
were added immediately to the
Behavior/Intervertion Monthly Flow Sheets.

b. All rasidents wha receive psychoactive
medications that are monitored with
behavlar/intervention manthly flow records
have the potentlai to ke affected by this
deficiaat practice.

c. The facility failed to ensure that flow sheets
for ane resident did not heve decumented
month/year on thz forms, A Focus audit was
conducted to ensure al!
Behavlar/Interventlon Monthly Flow Sheets
had a moath and year documented, Nursing
staff etucated to add date when initiating
new Behavior/intervention Monthly Flow
Shnevs

d. Unlt manager/designee will conduct a
weekly audit {attachmant 10) to verify dates
are noted on the Behavior/Inter/ention
Monthly Flow Sheets until 100% compliance is
achieve on 3 consecutive evaluatiang, then
monthly until 100% compliance is achieved on

FORM CMS~266702-8) Previous Vetsiona Obeolele

Evenl I0: 693C1t
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were identified as December (;10’!'4)‘ January a. R154 still resides at the facllity. The dosage
(2_015) . March (2018) and that February (201 5) was corrected imrediately within Matrix

was missjng,
b All residents have the potential ta be

affected by this deficlent practice.

2. R154's physiclan orders from 7/7/14 included
a medication for anxiety [genetalized {i2im for
nervous disorders), Klonopin 0.8rag, give 1/2 5
tablet orally every day. This orde: was recorded |
in the computer in July, 2014 as 1/2 faby = 0.5mg, ‘
|

¢. Ths acility failed to review the written MD
orderwhen obtained. A Facility wide audit
was conducted to ensure all medlcation
oriders were entered correctly. Nursing staff
educated on prop:r medication order antry

twice the ordered dose. and reviewing written medicatien order,

i , ! . ) | d. unlt manager/drsignee will conduct an
Durlng an mt%mrew v',"th EO (-LPN;' on 42115 at [ audit (attachlgner/\t 11)gto verify orders
12:15 PM Ve“ﬁ,ed the correct doa2 AS ) ' entered correctly ‘n computer system. This
dispensed by the pharniacy. E8 (RN) shanged . auolt will be daily until 100% compliance is
the wording in the computér to inclicais 1/2 tab = © achieved on 3 consecutive evaluations, then
0.25mg. | three times a week until 100% compliance is i

| acaleved on 3 consecutive evaluations, then
‘ I weekly until L00% compliance is achieved on
These findings were reviewed and confirmed with 3 consecutive evaluations, then ane more

E1 (NHA) and E2 on 4/22/15 at eppro.dmately { time a month later to ensurg 100% !
2:30 PM. i compliance Is maintaited,

|
|
) -
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3 Mill Rtead, Sulte 300

DELAWARE HEALTH 4 y
AND SOCIAL SERVICES e
Division of Long Term Care o

Residents Frofection ~ STATE SURVEY REPORT

Page 1 of 3

DATE SURVEY COMPLETED: April 22,2015

SECTION | STATEMENT OF DEFICIER CIES
Specific Deficiencies

ADMINISTRATOR'S PLANFOR
CORRECTION
OF DEFICIENCIES

| COMPLETION
DATE

| The State Report incorpurates by
reference and alsc ¢ites the findings
specified in the Federal Report.

An unannolnced annual survay was
conducted at this facll'ty from April 13, 2015
through April 22, 2015. Tha deficlencles
contained In this report ar: based on
observation, interviews, rtviaw of residents’
clinical records and review of other facility
documentation as Indicated. The facility
census the first day of the survey was 115,
The stage 2 survey samplz totaled forty-one
(41)

3201 Regulations for Skillad tnd Intermediate
Care Facilities

3201.1.0 | Scope

3201.1.2 | Nursing facilities shall be subject to all
applicable local, state and federal code
requirements. The provistons of 42 CFR
Ch. IV Part 483, Subpart B, requirements
for Long Term Care Facilities, and any
amendments or madifications thereto, are
hereby adopted as the rogulatory
requirements for skilled and intermediate
care nursing facilitias in Qelaware.
Subpart B of Part 4 is hereby referred
to, and made part of this Regulation, as if
fully set out herain. All applicable code
requirements of the Gtate Fire Prevention
Commlsslon are hervby adopted and
incorporated by reference.

This reqmrament-hz not met as evidenced

Cross Refer F-241, F-278,
F-280, F-311, F-312, F-334,
F-371, F-441, and F- 514

6/12/15

Provider's Signatur{ M i (,4-««“ oA Title A duyvsA v s ¥ awden, Date

S-iyY-18




May. 14, 2015 12:18PM

NAME OF FACILITY: Cadla Rehabilitation tlraacdmeadow

Broadmeacow Fronl Office

DH3S - DLTCRP

DELAWARE HEALTH v:;% Mill Road, Sulte 308

< o iiminglon, Delawara 19806
AND SOCIAL SERWCEE (402) 577-636
Dlvlr_ﬂon of Long Term Care
Residents Profedion _______ STATE SURVEY REPORT

No. 1797

P. 22/36

Page 2 of 3

DATE SURVEY COMPLETED: April 22,2015

STATEMENT OF DEFIGIENGIES
Specific Deficlencles

SECTION

ADMINISTRATOR'S PLAN FOR
CORRECTION
QF DEFICIENCIES

COMPLETION
DATE

by: Cross Refer Cross refer to the CMS
2567-L survey complsted Aprit 22, 2015
F241, F278, F280, F311, i"312, F334, F371,
F441, and F514.

Providers Signature Title

Lale ___
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